Introduction
Our daily lives are possessed by taking risks and making mistakes -it is in our human nature. Some mistakes can be rectified in due time without causing any harm to ourselves or to other people or property, some cannot, and these usually have disastrous consequences. Accidents investigations and reports have the primary role of preventing casulties and property loss through the objective pinpoint of the causes that are more likely to trigger an incident or manifest during an accident. Recommendations from accident investigation reports can have a huge impact on maritime industry leading to the development of more regulations, or updating existent ones. To have such an impact, a huge tragedy may have occured as a result of a mishappening which had never been taken into consideration by the existing procedures. Unfortunately, some reliable sources [1] [2] found out that only very few countries analyze maritime accidents and only an average of 15% of maritime accidents in a country is analyzed. Small accidents should be analyzed in order to minimize the incidency of being repeated with more serious consequences. By analyzing incidents or small accidents companies could improve their ships' safety management systems by the means of increased training/drills or by reviewing its safety procedures. In the maritime context, the most important thing is to learn from our mistakes and from the mistakes of others. The main cause of the accident was a sharp turn of 5 degrees on the starboard side followed by a quick turn of 5 degrees on the port side, causing the ship to tilt. Even the OOW had been instructed that the ship must not be steered by more than 4 degrees; the inexperienced 3 rd mate gave the helmsman the order that provoked the tragedy. Apparently, the ferry was carrying 3600 tons of cargo, despite a limit of 987 tons, cargo that unbalanced the ship during the manoeuvre. After the first order, the OOW gave another order in Korean, to balance the ship to port, but it was misheard as "turn the opposite way", a turn that caused the ship to tilt. Deadly mistakes were about to thread on. The chief engineer stopped the engines without asking the captain and ordered an evacuation of the engine room, causing the ferry to lose electric power and all control, drifting with the current. From the engine room, a sudden manoeuvre one one side followed by one on th opposite side may have been perceived as a standard manoeuvre when avoiding a collision. Without asking for details from deck, the chief engineer took a wrong decision. As the ferry was sinking, through the Public Address System the following message was issued:"Do not move. Just stay where you are. It's dangerous if you move, so just stay where you are". The message was issued without consulting the manual and it was continuosly given, even when the ferry crew was abandoning the ship. Another mistake of the crew was the miscommunication with the shore; a distress signal was given 7 minutes after the ferry started sinking, but a passenger of the ferry called the national emergency service three minutes after the ferry started sinking, four minutes before the crew. Even when the Coast Guard ordered the captain of the ferry to give lifejackets, the crew kept telling the passengers to stay in their rooms and not move. During the sinking of the ship, that lasted two hours, the crew drank beers, abandoning the ship afterwards. The first persons who were rescued from the ferry were the captain, the chief engineer and the chief and second mates, approximately 40 minutes after the ship started sinking. Only 172 people survived, out of 476.
Communication challenges
[3] The main errors in communication were: -the orders given by the OOW for the sudden and successive turns; -the lack of consulting with the captain about the turns; -the lack of consulting with the captain about turning off engines; -the lack of communication with the shore about the situation of the ferry; -the delay in sending the distress message; -the order to stay in their cabins given to the passengers; -the lack in communication and coordination with the rescue teams; -the lack of communication with the passengers throughout the sinking. The crew and its captain were charged with homicide (4 including the captain), fleeing and abandoning the ship(2) and negligence(9). The captain was sentenced to 36 years in prison, the chief engineer 30 years, and 13 othr crew members received from5 to 20 years.
Conclusions
Even it is common knowledge that many shipping companies or ship owners do not take responsibility after an accident if language issues are marked out as the main cause of it, and even if language problems are not amongst the first causes in accidents reports, they are high-lighted as secondary cause or aggravating circumstances. The most important thing the shipping industry can do for its own sake is to employ trained seamen who have at least the abilities to understand English used in maritime environment if not the communication skills in Maritime English.
